1. INTRODUCTION {#sec1-1}
===============

Until 1991 Bosnia and Herzegovina was geographically and politically a part of the former Yugoslavia, having 4 377 033 inhabitants. There were 43.5% Bosnians, 31.2% Serbs, 17.4% Croats, 5.5% Yugoslavs and 2.4% of others ([@ref1]). As a result of the conflict or war, many people from Bosnia and Herzegovina were forced to go into exile. During the war, violence and ethnic cleansing were deliberately used to drive people from their home where they were born and had lived for generations ([@ref2]). Because of the war, the whole social networking system and the infrastructure as well as the economic structure were destroyed and there was no hope for support in this context. During the war a large number of civilians were treated brutally by the former Yugoslavia army and were exposed to extreme threats and intense feelings of powerlessness ([@ref3], [@ref4]). Thousands of people experienced the traumatic events during this conflict. As a result of the war (1992-1995) in Bosnia and Herzegovina 103,000 inhabitants were killed, of which 60% civilians, 30,000 were missing, 170,000 were wounded, over 20,000 raped and over 2 million (1 300 000 in other countries all over the world and 870 000 in Bosnia and Herzegovina) became refugees or displaced persons, most of them driven from their homes in pogroms of ethnic cleansing ([@ref5], [@ref6]). Many of them still suffer from the effects of violence done by the enemy during this war ([@ref7]). The traumatic effect of violence has significant negative impact on their life and their psychosocial well-being in resettlement places ([@ref8]). Bosnia and Herzegovina became an independent state (6th April 1992) after referendum for the independence of Bosnia and Herzegovina which was held on 29 February and 1 March 1992. On the referendum voted total 2,073,568 voters (63.6% turnout) and 99.7% were in favor of independence, and 0.3% against. According to the provisions of the peace agreement in Dayton (14th December 1995 in Paris) particularly in Annex IV of the Constitution of Bosnia and Herzegovina, the country continues to exist as an independent state. The territory of Bosnia and Herzegovina consists of two entities; the Federation of Bosnia and Herzegovina and the Republic of Serbs. A subsequent decision of the commission for arbitration was to establish a separate administrative unit of the Brcko district of Bosnia and Herzegovina. This agreement also regulates the jurisdiction of the central government and government entities. Sarajevo remains as the capital city. The official languages are Bosnian, Croatian and Serbian. Return to Bosnia and Herzegovina began immediately after the signing of the Dayton Agreement. Since the signing by 31.12.2001, a total number of 822,779 returnees were in Bosnia and Herzegovina. In the area of the Federation 628,705 or 76.4% people returned in the area of RS 183,604 people-22.3% and in Brcko district 10,470 persons, or 1.27%. At the end of year 2001 there were 3 364 825 inhabitants in Bosnia and Herzegovina. In the Federation there were 2 298 501 and in the other part of the country there were 1 066 324 inhabitants. There were 48.3% Bosnians, 34.0% Serbs, 15.4% Croats, and 2.3% others ([@ref1]). The data for the last census in Bosnia and Herzegovina (October 2013) have not been completed yet, but there are still around one million refugees from Bosnia and Herzegovina in many countries in the world and 113 000 refugees from Bosnia and Herzegovina that are refugees in their own country. Like all other institutions, even the health-care system was separated between the Federation and the other part of Bosnia and Herzegovina. The right to social and medical services in Bosnia and Herzegovina is realized entities level and regulated by entity laws on social and health-care. The realization of these rights is impeded by the lack of funds in the budgets of the entities and cantons / counties that are required to provide funds for this purpose. The laws governing this area are still not in accordance with the conventions that Bosnia and Herzegovina is bound to apply. Previous studies in orthopedics around the world show significant ethnic differences in its utilization, which is not explained by differences in prevalence. Over the past two decades numerous studies have showed that African Americans receive THA less often than white Americans ([@ref9], [@ref10]). There are probably many reasons for these reported differences in use- including patient-level factors (e.g. beliefs about health), system-level factors (e.g. access to specialist care), and provider-level factors (e.g. physician bias) ([@ref11]-[@ref14]). Previous studies about discrimination and segregation exist, too. There is a Swedish study about differences in living conditions between South European labour migrants and Latin American refugees and those who were repatriated to Latin America. This study shows a clear ethnic segregation in housing and other living conditions between Swedes and immigrants, where Latin American refugees and repatriated Latin Americans were most vulnerable. All immigrants had increased self-rated poor health compared with those born in Sweden. Being an immigrant was a risk factor for poor health ([@ref15]). There are documented findings in previous studies about the difficulties the immigrants from Bosnia and Herzegovina meet in the health-care systems around the world. Participants in these studies were critical about several core issues: confusion about insurance coverage, personalized quality of care, and access to primary and special care. Participants compared their experience with pre-war Bosnian health-care along these dimensions. The difficulties were present even about the language and communication ([@ref16], [@ref17]). The previous studies about immigrants from Bosnia and Herzegovina living as refugees in their own country were mostly about their mental health and the postwar period. ([@ref18]-[@ref20]).

We aimed to explore how immigrants born in Bosnia and Herzegovina who are refugees in their own country experience different institutions in Bosnia and Herzegovina with the special focus on the health-care system. We also investigated the mental health of those immigrants.

2. PATIENTS AND METHODS {#sec1-2}
=======================

2.1. Design {#sec2-1}
-----------

The study was designed as a prospective, qualitative study using data from interviews with participants from four different cities in Bosnia and Herzegovina. The immigrants were born in Kotor Varos, Travnik and Banja Luka and living in the North-West part of Bosnia and Herzegovina. The data were collected through three focus group discussions (McLafferty, 2004) ([@ref21]) with 7 participants in each group (four men and three women in each group).

2.2. Participants {#sec2-2}
-----------------

The present study is based on a qualitative design, as the study aimed to describe and analyses how immigrants and their family members experience the utilization of the institutions in Bosnia and Herzegovina with a special focus on the health-care system. Inclusion criteria were participants who were not born in their places of residence, who were more than 30 years old, had lived as refugees more than 10 years and together with their family have experiences related to the health-care system in Bosnia and Herzegovina. Twenty one persons were invited to participate in the study and all of them agreed to participate. Accordingly, twenty one persons participated in the study: twelve men and nine women, aged between 46 and 73 years (on average 63.1 years). The men in the present study were older 49-71 (on average 63.9 years) than women 46-73 (on average 62.1 years). All participants had lived as refugees between 13 and 20 years ([Table 1](#T1){ref-type="table"}). The first author of the study made appointments for all the interviews.

###### 

Demographic data of participants
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2.3. Data collection {#sec2-3}
--------------------

Data were collected through focus group interviews by the first author using open-ended questions, following an interview guide inspired by Kvale ([@ref22]). The interviews were performed between June and August 2014. They began with small talk. The opening question was "*Can you please describe your meeting with the health-care professionals? What was good and less good in the meeting?* The initial questions were supplemented with other short questions like "*Could you please tell me more about this?* or "*What do you mean with this?* All contacts with the informants were arranged in collaboration with one key person in the North-West part of country located close to the place where the participants lived. Information concerning the aim and background of the study was printed and distributed to the informants, and repeated to them orally before the interview. The interviews were in group of seven persons, participants were encouraged to speak freely using their own words and the interviewer encouraged the informants to respond to questions as comprehensively as possible. The interviews were carried out in Bosnian language. The interviewer only interrupted for questions or for following-up the information given. The interviews lasted between 90 and 180 minutes and were taped, transcribed and transcribed verbatim. In order to obtain the participants' mental health, a few minutes after the interview was finished, the participants completed the DASS 21 scale ([@ref23]). The first author of the study translated the scale into Bosnian because the participants could not understand English. Categories in the scale were: No depression 0--9, mild 10--13, moderate 14--20, severe 21--27 and extremely severe 28+. Nearly half of all the respondents in the present study had extreme depression ([Table 3](#T3){ref-type="table"}).

###### 

Overview of the categories and subcategories
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###### 

DASS 21 Scale (Depression, Anxiety, Stress Scale)
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2.4. Analysis {#sec2-4}
-------------

A qualitative content analysis method, in accordance with Graneheim and Lundman (2004) was chosen for analysis and interpretation of the collected data. This method is capable of condensing a large amount of data to a limited number of themes, categories, subcategories and codes. Furthermore, interpretations of a latent content can be included. The transcripts were read carefully in order to identify the informants' experiences and conceptions. Then, the analysis proceeded by extracting meaning units consisting of one or several words, sentences, or paragraphs containing aspects related to each other and addressing a specific topic in the material. Then meaning units that related to each other through their content and context were abstracted and grouped together into a condensed meaning unit, with a description close to the original text. The condensed text was further abstracted and labelled with a code. Thereafter, codes that referred to similar issues were grouped together, resulting in subcategories. Subcategories that focused on the same problem were brought together, in order to create more extensive conceptions which refer to an obvious issue ([@ref24]). The results are presented with direct quotes from the interviews.

2.5. Ethical approval {#sec2-5}
---------------------

The study conformed to the principles outlined in the Declaration of Helsinki ([@ref25]). Participants were informed that participation was voluntary and that confidentiality would be maintained. Written informed consent was obtained from all the participants in the present study.

3. RESULTS {#sec1-3}
==========

The analysis of the interviews resulted in two categories and five subcategories based on how the participants described their experiences about the health-care system. These categories, together with the subcategories, are presented in [Table 2](#T2){ref-type="table"}. The categories were; The health-care system in pre-war period and as well as in post-war period.

3.1. The health-care in pre-war period {#sec2-6}
--------------------------------------

Despite fact that the focus of this study was on the current state of health-care system of Bosnia and Herzegovina, the majority of the participants in the present study based their answers on the period before the war started in 1992. They describe the pre-war period and the beauty of life: beautiful and economically ordered life, travelling to different places, meeting various needs, education and other wonderful things were described by all participants. All the subjects in this study described sadness and sorrow for those past times.

### 3.1.1. Health-care organization {#sec3-1}

The majority of the participants had different opinion about the organization and functioning of the health-care system in Bosnia and Herzegovina. They made parallels between the health-care system before the war and the health-care system of the cities where they were born as well as the parallels between their whole life before the war and the present time. The common conclusion of all the participants was that everything was better and more coherent before the war than now, eighteen and a half years later.

Regarding the pre-war health-care system, a participant said:

*"Before the war we have got an equable right and there were not so many questions, but now at the hospital they ask first; have you insurance and where you're from"*.

One interviewee compared the health-care system in her home city and in her place of residence as follows:

"I was born in another city and I am living in Kljuc, I think if I am going back and asked for help in my hometown, I would get better service than here"

Some of the participants were very disappointed. One of them said: *"This is a disaster, this does not exist anywhere else.... there are no words to describe how hard it is in the country's health-care system.... no one does something to change the situation"*.

### 3.1.2. Insurance system {#sec3-2}

Health-care insurance for participants in the present study was another difficult problem the participants meet every day. All the participants in the study were unemployed, which complicated the situation much more in terms of health-care insurance. The majority of the participants in this study described that it was hard to get a job in the places where they lived as refugees and that the reason for that was that they had another cities as born place.

One elderly man said:

"I'm unemployed and have no health insurance, I must not be sick because I cannot pay for medical services .... if you do not have insurance and you have no money, you can die."

One woman said:

"I was born in Kotor Varos and I sought all possible jobs here that I am living. When I was on employment interview, the employers start message is, there is no work for me..... weird, isn't it? "

### 3.1.3. Language differences {#sec3-3}

Even though all the participants in the present study share to the same culture, belief the same religious and living in the same system, the majority of them stated that the language barriers is an obvious problem for them in their daily live in the resettlement place. Differences in dialect and different places the participants were born could mentioned as an additional reason for this.

One participant stated:

"I might talk differently than people who were born in the city where I live, but that's not the reason to be treated differently."

Another participant said:

"I was at the doctor clinic with a patient from Banja Luka and there were ten other patients who were born in this city. They went to the doctor before us, despite that many of them come after, and we waited all day.... I do not know why."

There were more serious expressions, one participant spoke through tears:

"We are from the same country, have the same language and got the same problems, but so many differences in the health care service. I do not understand what's going on."

3.2. The health-care system in post-war period {#sec2-7}
----------------------------------------------

The participants in the present study described the health care system in the post-war period as significantly different from the health care system in the pre-war period. All the beautiful things that the participants claimed to have experienced before the war did not exist anymore. The participants talked about the health system in the post-war period with a lot of sadness, pain, fear, uncertainty, the concern for themselves and their families. Most participants agreed that the situation in the health care system is alarming and that the general situation is very difficult. The majority of them also indicated that the general situation in the country is difficult and it is hard to find a correct solution to all those problems.

### 3.2.1. Health-care professional's attitude {#sec3-4}

Participants in the present study described health-care professionals as extremely arrogant, unprofessional and having a low level of competence. Participants did not know how to behave in health institutions in order to get health-care service.

A participant said the following about the unprofessional attitude:

*"I was at surgeon clinic and then I was supposed to go to the lab. The surgeon said I should tell the nurse that laboratory tests have to be done, which I did, and she said:" I know, I have gone to school"*.

One patient expressed as follow concerning the level of competence:

"I was at the doctor's ten months ago. When I saw the doctor, he asked me angrily:"Are you still alive?" I did not know I could replay"?

### 3.2.2. Corruption in health-care system {#sec3-5}

Corruption at the state level in all segments of the society was told to exist by all the participants in this study. All of them emphasized that the most difficult situation regarding corruption is in the health care system because it directly has impact on their health, sometimes their lives as well as the lives of their family members. Their words about corruption were accompanied by anger, frustration, disappointment and uncertainty.

A participant said following about the corruption:

"They are all corrupt-from cleaners to directors."

Another said this:

"If you have money to pay the doctor, then you'll get better care and medication .... but what about those that have no money, what should they do?"

A participant said the following about discrimination:

"If you do not give money to the doctor, there is no dialogue .... we that are refugees pay much more than those who were born here.....very sad and pathetic."

One of the participants had a more sensible attitude to corruption:

*"I understand that to obtain doctors degree is a long education of 6-10 years but have a small salary, but that's no reason to ask patients for money .... let them fight for their rights through other institutions*.

### 3.2.3. Future perspectives {#sec3-6}

The majority of participants finished their descriptions in tears and expressed a certain level of fear and anxiety. None of the participants saw a way out of this difficult situation and saw no glimmer of light in the tunnel. None of them could see bright future of Bosnia and Herzegovina or of the health-care system. Some of them only cried in the last part of the interview.

One older interviewee said:

"It's hard when you live in another city and so close to your home, it is difficult without the neighbors ... it is difficult in general."

Another described the situation as follows:

"Living in another city is like having a mother and living with a stepmother.... it is hard and I do not know how it will all turn out to be for us .... for the old everything went fine, but what about the youth.... what will they do?"

One participant said angrily:

"We must not be sick .... if you're sick and you have no money, you do not need to go to hospital.... you can just wait for death."

4. DISCUSSION {#sec1-4}
=============

Ongoing global migration and globalization over the world have as a result not only the fact that many societies have become multi ethnic and multicultural, but also that many countries which have become rich with many national immigrants. Generally, immigration is a process which causes an enormous amount of stress for the individuals who are involving since they leave their native cities and seek for new homes in other cities throughout the home country. Once they arrive to other cities of refuge, they need to get used to completely new conditions of living which include cultural, language and social aspect although they still live in their own country. These new circumstance are usually quite different from the ones they were used to in the cities they were born. Apart from these difficulties, there are many other aspects that might be more or less obvious. During the immigration process many changes occur that might affect greatly both mental and physical condition of involved individuals ([@ref15], [@ref17], [@ref26]). Among many issues, it is the health-care system in the new city that is expectably quite different from the one they were used to in their own cities and in addition, it includes quite different framework of reference and the values of health-care professionals. The life as refugees in their own state was described by the participants in the present study in two ways. One of the ways was that the participants in our study felt very well and without any problems while talking about the time before the war. That time was filled with variety of beauty. It was a wonderful life, the participants were economically independent, travelling with their families, visiting different parts of the former country and the world, and they had one stable life and they felt healthy and happy. However, the picture of life from the postwar period was completely different. Participants described the events in other cities in post-war period as generally difficult. Meeting the health-care professionals in the health care system in Bosnia and Herzegovina was described by the participants in the present study as being difficult and with a lot of problems. The biggest problems were in terms of insurance system, linguistic dialect, health-care professional's attitude, as well as corruption. The findings in the present study that the participants live in the time eighteen and a half years after the war and still think of and miss the period before the war are very important and interesting. This can depend on many wonderful memories from this period and difficulties to forget them. Our finding is in the line with another study with immigrants from Bosnia and Herzegovina living in America. Like in the present study, the author showed that the participants voiced a combination of frustration, confusion and anxiety about the American health insurance system. They compared the insurance system in America with the same system in pre-war Bosnia and Herzegovina and found that Americans paid directly for their health insurance ([@ref16]). One interesting finding in the present study was that participants described language difficulties due to the dialect. This finding was in the same line with two others studies and about use of interpreters for those who did not speak Arabic language. The authors of those studies ([@ref27], [@ref28]), showed that although the participants spoke the same language, there might have been some differences related to dialects that were not commonly understood as Arabic speaking participants show their social class, country of origin, geographic origin and education through the pronunciation of words. The authors also showed that differences in Arabic dialects were great enough to create major misunderstandings in a health-care encounter, which made it difficult to use a professional interpreter service broadly ([@ref27], [@ref28]).

When talking about health-care professional's attitude, as well as corruption, the findings in the present study showed that it was the most difficult problem the participants meet in the health-care system in Bosnia and Herzegovina. All the participants were critical about this issue and found no justification for it. A similar study from Scotland, Sweden and America had to aim to explore the attitudes of nurses and nursing students towards working with older people using MAQ score. Scottish participants had the highest (positive) and Swedish participants the lowest average MAQ score. Most participants gave positive responses, but agreed that negative attitudes towards working with older people infiltrate among peers due to working conditions, poor career prospects and a perceived lack of professional respect ([@ref29]).

Depressive disorders were the problem for almost half of the participants in the present study. Their previous life experiences, unemployment, difficulties caused by different dialects, missing of neighbors and their home cities might be the reason for this. On the other hand, all participants in the present study were born in Bosnia and Herzegovina, but have a high level of extreme depression. In another study by the first author, the patients who received total hip arthroplasty operation showed a high level of anxiety/depression in the EQ-5D score before and one year after the surgery ([@ref30]). However, all the patients were international immigrants, which was not the case in the present study. Hopefully, this study provides important new knowledge on issues about the difficulties that refugees meet in their own country every day, and is probably the first study in Bosnia and Herzegovina that deals with those issues.

5. CONCLUSION {#sec1-5}
=============

The quality of health-care services and patient satisfaction in the health-care system in Bosnia and Herzegovina may depend on several factors. On the one hand, patients who were born in the country of their residence and are forced to live as refugees in their own country, and on the other hand, there are health-care professionals who are dissatisfied with the system and they search for the solution to their problems in their patients. Nowadays, the whole world has become one big company with about 231 million international and 745 million national refugees, health-care professionals are exposed to daily challenges in order to provide adequate support and care to patients. Health-care system must be adjusted to the needs of both the participants born in the cities of their residence as well as those born in other cities and health-care professionals must be aware of the difficulties that the patients have when they live as refugees in their own country. In order to provide health-care on a high level, health-care professionals must meet all the expectations of the patients, and not to expect the patients to fulfil the expectations of the health-care professionals. Different educational activities, such as lectures, seminars and conferences, aimed the health-care at large, are needed to optimize the use of health-care system for participants who are refugees in their own country.

**CONFLICT OF INTEREST: NONE DECLARED.**
